Clear cell type renal cell carcinoma is a malignant tumor that can metastasize to many locations, but unusually spreads to thyroid. Therefore it is important to know the oncological background of the patient and to perform a complete immunohistochemical analysis of the thyroid lesion to obtain a correct diagnosis. Thyroidectomy can be considered in patients with no other metastasis or in those who present compressive symptoms as a palliative measure. We expose the case of a patient with clear cell type renal cell carcinoma, with a previously known bone metastasis of renal origin and symptomatic goiter containing a nodule that was found to be a metastasic lesion.
Introduction
Renal cell carcinomas (RCCs) cause for 80 to 85 percent of all primary renal neoplasm. Its incidence varies from region to region. In Europe, we diagnose 84,000 new cases each year and RCCs cause aproximately 35,000 deaths [1] . This type of lesion is 50 percent more common in men than woman [2] and occurs predominantly in the sixth to eight decade [3] . Risk factors associated with a increased incidence of RCC include smoking, hypertension, obesity, acquired cystic disease of the kidney, occupational exposure to cadmium or asbesto, and others [4] . Several subtypes of this type of neoplasm have been identified but the DOI: 10.4236/jct.2017. 811083 942 Journal of Cancer Therapy most common histologic pattern is clear cell which supposes 75 to 85 percent of RCC [5] .
Sporadic clear cell carcinomas have a deletion of chromosome 3p in more than 90 percent of cases [6] and they arise from the proximal tube [7] . Moreover this type of RCC is specifically associated with von Hippel-Lindau disease [8] .
Both variants are histologically indistinguisable. Patients with higher nuclear grade or sarcomatoid pattern have a poor prognosis [9] .
Clear cell renal carcinoma (CCRC) is a tumor with great metastatic capacity, although the presence of metastases in the thyroid gland is very uncommon.
There is little evidence in the literature about it and its diagnosis is often complex [10] . We expose the case of a patient with clear cell type renal cell carcinoma, thyroid metastasis with a previously known bone metastasis of renal origin and large goiter with compressive symptoms.
Case Report
We present the case of a 65-year-old caucasian male, with personal history of Obesity (BMI = 38), Diabetes Mellitus, High blood pressure and Hipercholesterolemia, Diagnosed of non-symptomatic goiter more than 10 years ago.
In 2011 he underwent a laparoscopic rectum resection due to colorectal ade- 
Discussion
Clear cell renal tumor accounts for 3% of adult malignancies. It is characterized by an intense vascularization, an unpredictable clinical behavior and high metastatic capacity with a predilection for lung, liver, bone and adrenal gland.
However, dissemination to the thyroid gland is rare, accounting for 1% The thyroid metastases may appear synchronous with the primary tumor or years after treatment [10] [12] . Its presentation as palpable thyroid nodule is unusual and it is more frequent an increase of diffuse and non-painful glandular size. Thyroid function is usually normal, although hyperfunctioning goiter was detected in our case, which occurs in 20% of cases [10] [13] . Radiological studies can guide diagnosis but the role of pathological anatomy is essential. In our case the ultrasonography did not give much information apart from an heterogenicity that may involve a malignant lesion. This patient had been under surveillance of his goiter for more tan 10 years. Although it was a huge goiter it never gave symptoms, so no surgery was required. It was not until the goiter began to grow and give symptoms that the patient was referred to surgery. Probably the oncological background should have been taken into account and the patient should have been referred to us earlier.
Fine needle biopsy can be diagnostic in many cases [16] . It was not useful in ours, probably due to the small size of the lesion. The typical histology of thyroid micrometastasis from CCRC shows nodular hyperplasia and a clear cell area, with clear cytoplasmic cells and small nucleus of irregular size [17] . However, [22] . In our case the diagnosis was reached after the surgery, which was indicated by the patient's clinic and the size of the lesion, but in cases with no symptoms (and when there is no evidence of other metastasis) a newly appeared suspitious thyroid lesion should be considered for a total thyroidectomy in order to achieve a complete control of the oncological disease.
Conclusion
Thyroid metastases from CCRC are extremely uncommon, so there is little evidence in the literature about its diagnosis and therapeutic management. It is essential to know the oncologic history of the patient and to perform a complete immunohistochemical analysis of the lesion for establishing a correct diagnosis.
In patients with a primary tumor removed and no signs of disseminated disease, we must not forget this entity, because its diagnosis and excision can improve survival.
